Medresco OL 56 to the modern BE series, as well as the fact that commercial aids are available to children, is falselycomforting. Looking back to my own introduction to ENT, I was taught to say, like' a parrot, that the OL 56 -box, strings and all-was the best available. Of course, if you really wanted an inconspicuous ear-level aid you could go to a shop, but that was only for cosmetic reasons. Gradually I discovered that the OL 56 was not the best aid; its design was twenty years old and its concept about thirty, and it was far surpassed in every way by the commercial aids offered in shops. Yet I was trapped like many of my colleagues into supporting it by offering it to patients on the National Health Service and witholding the information that it was hopelessly out of date. Naturally we worked successfully on the Department of Health and Social Security so that the new BE II and BE 12aids were made available. But in the meantime we had misled many people over many years. When the OL 58C became available for children, we found it inadequate and in no way as good as commercial aids. Because the management of children is so critical, the Department of Health and Social Security rightly allowed us to prescribe the latter. I find the BE II and BE 12 aids up to date and adequate. My worry, and the problem that I am trying to bring to your attention, is what will have happened in five years time. As commercial aids progress, will we continue to offer these now ageing aids while misleading the patients again by saying 'It is the best aid'? Will the Department of Health and Social Security try to avoid the situation by making new contracts with suppliers secretly and obscurely, so that none of us, much less the patients, will know what decision was due to technical and what to financial considerations? A question which this obscurity raises is how many of these contractors are foreign companies? Have any British manufacturers survived the near monopoly which Medresco aids brought about? Why cannot we have the name of the maker actually on the BE aids? Indeed, is it a British manufacturer or have we had to look to Denmark? I see no way of preventing the problem ofsupplying ageing aids on the National Health Service, as compared with constantly improving commercial aids inevitably made abroad, from recurring in a year or two, with all the misinformation which it involves.
Why cannot the Department of Health and Social Security reimburse the cost or part of the cost of known, recognized, improving, changing aids, so that each patient knows what he has got? If it is too costly, we should learn to inform the public clearly that we will be giving them second-rate aids because they are cheap and not that 'they are the best'.
Could it be that the points that I have made in relation to hearing aids would also apply to other forms of equipment and services for which the National Health Service has a responsibility? Yours faithfully ELLIS DOUEK 6 February 1978 Diffuse unilateral subacute neuroretinitis From Mr John H Kelsey Electrodiagnostic Clinic, Moorfields Eye Hospital, City Road, London EC1 Dear Sir, I would like to comment on the important paper by Gass & Scelfo on diffuse unilateral subacute retinitis (February Journal, p 95). We have all seen similar cases in either the active or burned-out stage to which we, like the referring clinicians in this series, have given a diagnostic label which suited us at the time. There are two points in this paper that seem to me important; one relates to ophthalmology compared with other specialities and the other to my own interest of electrophysiology.
Ophthalmologists are fortunate in that their organ of interest is easily inspected and the various visual functions are tested by tried and reliable techniques. The use of fluorescein angiography to establish levels of involvement is well illustrated. but I am surprised that the place of stereoscopic photography is not noted. Against these advantages there is a great disadvantage; it is impractical to carry out a biopsy. Indeed, most ophthalmologists would hesitate to carry out an anterior chamber paracentesis in the hope of finding a cause for the condition. Ophthalmic pathology is a flourishing subject but the solitary histological report reveals its problems. The eye described had been subject to many complications of iritis, including glaucoma, and the cause of the various changes described is problematical.
The electrophysiological tests described are often invaluable in ophthalmic investigation, but they are nonspecific and rarely diagnostic. Unfortunately the tests and their results are not well described in this paper, 'but in cases 2, 3, and 4 it is noted that the unaffected eye had a normal electroretinogram (ERG) and a normal electrooculogram (EOG) whereas the affected eye had a normal EOG but an ERG with a reduced b-wave. This is a most unusual finding. I have seen the records of upwards of 7000 patients referred to the Electrodiagnostic Clinic of Moorfields Eye Hospital and I cannot recall seeing a similar combined EOG and ERG change. On the other hand similar cases are, for some reason, rarely sent to us. A similar dissociation with a normal EOG but reduction of the ERG b-wave is found in retinal artery disease and certain forms of loss of dark adaptation. The findings of a similar dissociation in some of these cases points strongly to a specificaffection of the neuroepithelium.
The authors are to be congratulated on defining this new condition. Its aetiology may be mixed. its treatment may still be unsatisfactory. but its identification will bring some insight into the unexplained unilateral pigmented fundi we all see from time to time. Yours faithfully JOHN KELSEY 6 February 1978 From Mr N R Galloway Nottingham NG15DW Dear Sir. Over the years we have become accustomed to reading the detailed and painstakingly recorded clinical studies which have issued from the Bascom Palmer Eye Institute in Miami, Florida. In particular. we recognize Professor J D Gass' contributions to the study of diseases of the posterior pole and the macula area. In the February edition of this Journal (p 95). we have a further example of this type of clinical appraisal which should make us all re-think about some of the diagnoses we apply to unilateral diffuse inflammatory disease of the retina in young people. It is a novel idea that those conditions which hitherto have been diagnosed as retinal vasculitis. presumed histoplasmosis or unilateral retinitis pigmentosa, should be lumped together as being different stages in a single disease process. The inference that this disease process may be the result of nematode infestation is also of great interest.
I would strongly suggest that any busy clinician who has not yet read the paper by Gass & Scelfo should do so now for some thought-provoking clinical observations. Yours faithfully N RGALLOWAY
I February 1978
Computerized tomography in the localization of abdominal malignancy From Dr Richard Stern The International Grenfell Association. Melville Hospital. Goose Bay. Labrador. Canada Dear Sir. The paper by Husband & Kreel (January Journal. p 35) on the value of compounded tomography is a good review of the work, and presents the methods, results and possible drawbacks sue-cinctly. In the 'methods' section, I was not entirely clear whether CT sections were made at I cm intervals through the pancreas in all patients or only those with suspected pancreatic tumours. The comments made in the discussion on the difficulty of diagnosing pancreatic tumours before they become inoperable were good and relevant. However. I wonder whether it would be possible for the authors to comment a little bit more on the fact that although CT scanning appears to offer a significant contribution. its availability is likely to be very limited. The subject is becoming increasingly complex. Dietary fibre increases stool weight, but this varies quantitatively from one individual to another, with the same quantity of fibre from different sources, and even with the physical form in which it is ingested. For example, coarse bran results in a greater increase in stool weight than a similar quantity of the same bran after hammer-milling to a fine particle size (Brodribb & Groves 1978) .
It is not known how fibre increases faecal bulk .. Although fibre has hydrophilic properties, most reported studies do not suggest that the percentage water content of the stool increases much with increased fibre intake. The increase in stool water' content is closely related to changes in dry stool weight. The contribution of fibre and of bacterial' products of fermentation to dry stool weight has yet to be defined.
The analysis of dietary fibre by Southgate has been crucial to the development of fibre research. 'Crude fibre' has outlived its usefulness and should be discarded, but let us not throw out the baby with the bathwater. Some past studies carried out before dietary fibre values were known may still have significance. We have recently correlated crude fibre values with dietary fibre values in 100 detailed histories from subjects in the Oxford area: The correlation coefficient between the two was 0.94, indicating that differences in crude fibre
